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a  b  s  t  r  a  c  t
INTRODUCTION:  Lumbar  hernia  is  a rare  complication  that  can  occur  after  breast  reconstruction  using  a
latissimus  dorsi  ﬂap.  The  defect  occurs  within  the  superior  lumbar  triangle  and  may  result  in  visceral
incarceration.
PRESENTATION  OF CASE:  We  report a 61-year-old  female  who  presented  with  a left  sided  lumbar  bulge  and
pain  7 years  following  a modiﬁed  radical  mastectomy  and  latissimus  dorsi  ﬂap reconstruction.  Computed
tomography  demonstrated  a lumbar  hernia  with  incarcerated  colon.  The  patient  underwent  a  successful
laparoscopic  repair with  prosthetic  mesh  underlay.aparoscopy DISCUSSION: Lumbar  hernias  may be  congenital,  secondary  to trauma  or prior surgery.  Imaging  stud-
ies  assist  in excluding  soft  tissue  tumors,  infections,  hematoma  or abdominal  wall  denervation  atrophy,
which  may  also  present  as  a lumbar  bulge.  Repair  may  be performed  in an  open,  laparoscopic  or  retroperi-
toneoscopic  approach.
CONCLUSION:  Laparoscopic  lumbar  hernia  repair with  mesh  is  a safe  and  feasible  way  to  manage  an
uncommon  complication  after  breast reconstruction  with  a  latissimus  ﬂap.
013 © 2
. Introduction
Latissimus dorsi ﬂaps are commonly performed during breast
econstruction. Lumbar hernia after ﬂap reconstruction remains a
are complication, with only three such cases reported in the lit-
rature. Lumbar hernias arise from the posterolateral region of the
bdominal wall. This region is deﬁned by the 12th rib superiorly,
he iliac crest inferiorly, the posterior border of the external oblique
nteriorly and the lateral border of the erector spinae muscles
osteriorly.1 The region is also subdivided into a superior triangle
Grynfelt) and an inferior triangle (Petit). The latissimus dorsi mus-
le deﬁnes the roof of the superior lumbar triangle and mobilization
f this muscle can predispose the patient to herniation.2 We  report
 case of a lumbar hernia after breast reconstruction with latis-
imus dorsi ﬂap reconstruction who underwent successful repair
ia a laparoscopic approach.
.  Presentation of case
A 61-year-old female with a history of breast cancer under-
ent a left breast modiﬁed radical mastectomy and subsequent
taged latissumus dorsi ﬂap reconstruction. Seven years after her
econstruction, she presented with left sided ﬂank pain and a pal-
able bulge on exam. A CT scan revealed a lumbar hernia with
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incarcerated colon (Fig. 1). The patient had no previous history of
abdominal surgery although she did undergo adjuvant chemother-
apy and radiation after her mastectomy.
An uncomplicated laparoscopic lumbar hernia repair was per-
formed through 4 ports using a 5 mm 30◦ laparoscope. The hernia
defect measured 5 cm × 7 cm and the sigmoid colon was found
incarcerated and adhered to the hernia sac (Fig. 2). After reducing
the sigmoid colon and mobilizing the kidney, (Fig. 3) the hernior-
rhaphy was  performed by securing a 20 cm × 25 cm polyester mesh
as an underlay with absorbable tacks and transfascial sutures
(Fig. 4). The length of the operation was  110 min  and blood loss
was minimal. The patient was discharged home on postoperative
day #3 and has had no recurrence or complications at 6 months.
3.  Discussion
Lumbar hernias are rare and may  be congenital or acquired.1,3–5
Fewer than 300 cases have been reported in the literature an only
three such cases have been reported after latissimus dorsi ﬂap
reconstruction.2,4,6,7 This complication can be avoided with proper
harvesting of the latissimus ﬂap by dissecting along the deep sur-
face of the latissimus dorsi muscle ﬁrst and then by transecting
the aponeurosis from this deeper plane to prevent compromis-
ing the deeper fascia where the two are joined.2 However, lumbar
hernias may  occur after other surgical procedures such as nephrec-
tomy, adrenalectomy, aortic aneurism repair or iliac crest bone
Open access under CC BY license.harvesting.8
Patients may  present with pain, a palpable or reducible bulge
or even with intestinal obstruction.3,5,6,9 Pain may occur along the
sciatic nerve distribution or along the anterior abdomen if viscera
 Ltd. Open access under CC BY license.
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fig. 2. Lumbar hernia identiﬁed during laparoscopy. Incarcerated colon is noted in
he  within the hernia defect (arrow).
re incarcerated.10 Imaging studies such as computed tomography
CT) assists in conﬁrming the diagnosis as well as the identifying
he presence of incarcerated or strangulated viscera.11 Differ-
ntial diagnosis includes tumor (i.e. lipoma, ﬁbroma, sarcoma,
habdomyoma, renal tumor), hematoma, abscess, renal hydro-
ele, panniculitis or pannicular lumbosacriliac hernia.10–14 Finally,
umbar hernias must be distinguished from abdominal wall dener-
ation atrophy, as this may  present as an abdominal wall bulge but
oes not incur a true fascial defect.12
ig. 3. Lumbar hernia with colon reduced and kidney (arrow) mobilized to allow
or adequate placement of mesh.Fig. 4. Completed laparoscopic lumbar hernia repair with mesh (arrow).
Lumbar hernias are managed operatively and can be repaired
using either an open, laparoscopic or retroperitoneoscopic
approach.9,10,15–18 Laparoscopy offers many advantages including
optimal exposure and characterization of the hernia defect as well
as identiﬁcation of its contents. It also permits an underlay repair
and mesh ﬁxation that can extend beyond the limits of the defect,
ideally greater than 5 cm.  Finally, a minimally invasive approach
often results in less incisional pain, shorter hospital stays and fewer
wound complications.
4. Conclusions
Breast reconstruction with latissimus dorsi ﬂap may  result in
a lumbar hernia, which can cause pain and visceral incarcera-
tion. Imaging studies assist with the diagnosis and also rules out
other causes of posterolateral abdominal wall bulging. Laparo-
scopic management of lumbar hernias is ideal as it provides optimal
exposure of the defect, allows for an underlay repair with prosthetic
mesh and can be done with less chance for wound complications.





Written informed consent was  obtained from the patient for
publication of this case report and accompanying images. A copy
of the written consent is available for review by the Editor-in-Chief
of this journal on request.
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